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The facedown position used for the posterior surgical approach to repair popliteal aneurysms limits access to the great
saphenous vein.Using the basilic vein as the conduit of choice in five patients, wewere able to harvest the vein conveniently and
simultaneouslywith aneurysm exposure.On follow-up of 4 to 36months, all graftswere functioningwell. (J Vasc Surg 2010;
51:1043-5.)The posterior surgical approach for elective open pop-
liteal aneurysm repair in anatomically suitable aneurysms is
associated with a good outcome and a high short-term and
long-term patency rate.1 It is free from the early complica-
tions of endovascular repair2,3 as well as the late persistent
perfusion and aneurysm growth that may follow medially
constructed surgical bypass and exclusion.4-6
An important difficulty with the posterior approach is
choice of the conduit because of the prone position. Be-
cause harvesting of the great saphenous vein (GSV) at the
groin requires repositioning of the patient, some have
suggested primary use of polytetrafluoroethylene grafts.7
Most authors, however, believe that autologous venous
reconstruction is preferable and is associated with improved
patency rates.8,9 Other leg veins include the GSV at knee
level, which may be inconvenient to access in the prone
position, and the small saphenous vein, which is usually too
small for popliteal reconstruction in these patients.
Althoughwehave been satisfiedwith results of traditional
open surgical repair, the inconvenience associated with vein
graft harvest for this operation has prompted us to look for a
more accessible venous graft. Our primary conduit of choice
in the last five patients has been the basilic vein in the upper
arm, which is accessible in the prone position and has a
diameter well-suited to the relatively wide popliteal arteries
encountered in these patients.10 We describe the technique
and discuss its merits and drawbacks.
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We use the posterior approach to access popliteal aneu-
rysms, which are limited in length and do not extend above
the adductor tendon or below the anterior tibial artery
takeoff. The basilic veins in the upper arms are examined
preoperatively and mapped by duplex ultrasound (DUS)
imaging. TheGSVs at knee-level aremarked on both legs in
case a problem arises with the basilic vein.
Under general anesthesia, the patient is positioned
prone on the table, with the leg to be operated on slightly
flexed. The basilic vein in the upper arm may be harvested
from either side, but only one arm, usually the contralateral
one, is positioned and prepared. The donor arm is abducted
and the shoulder internally rotated with pronation of the
forearm to expose the basilic vein in the upper arm (Figs 1
and 2). Care is taken to avoid tension on the shoulder joint
or pressure on the brachial plexus.
Repair of the aneurysm using the posterior approach is
performed in the usual manner. We prefer to disconnect the
popliteal artery from the aneurysm proximally and distally. A
second operator harvests the basilic vein during exposure and
control of the popliteal aneurysm. An end-to-end reconstruc-
tion is performed with the basilic vein in reversed fashion.
A drain is left in the popliteal space for 24 hours. A
loose compression dressing is applied on the donor arm.
Anticoagulants are not used, and antiplatelet therapy is
given indefinitely. A DUS scan of the graft is performed
before hospital discharge at 1, 6, and 12 months, and
annually thereafter.
RESULTS
We used this approach in five patients. No early com-
plications developed, and all patients were discharged after
4 to 7 days. On follow-up of 4 to 36 months, no graft
stenoses have been found on DUS imaging, and the grafts
have remained patent. No complications have occurred
related to basilic vein harvest.
1043
nous veins (broken lines) are marked on the legs.
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The most commonly performed open surgical repair of
popliteal artery aneurysms is proximal and distal aneurysm
ligation with a GSV bypass.1 Themain disadvantages of this
technique result from bypassing rather than directly access-
ing and decompressing the aneurysm. This results in a
longer bypass conduit and the possibility of continued
aneurysm expansion from branch vessel backflow.4-6
An alternative surgical approach, the posterior ap-
proach through the popliteal space, is effective in avoiding
expansion of the aneurysm because the sac is opened, and
all branches are ligated or oversewn under direct vision.
This approach with the patient in the prone position blocks
access to the GSV in the groin, and therefore, this vein
needs to be harvested initially, with repositioning of the
patient. Alternatively, another conduit needs to be used.
Because we strongly favor autologous vein rather
than a prosthetic graft for this reconstruction, we have
recently begun to use the basilic vein for this repair. With
this approach, the vein can be prepared for harvesting
concomitant with arterial exposure. Once the aneurysm
is delineated, a segment of appropriate length can be
harvested. In addition to its accessibility in the prone
position, the basilic vein in the upper arm, which is wider
than the GSV, better matches the large popliteal arteries
in these patients.10
An additional benefit of using an autologous vein
rather than a prosthetic graft is the relative safety of leaving
a drain in the popliteal fossa for 24 hours. This serves to
minimize the accumulation of a popliteal hematoma, espe-
cially after extensive dissection around a large aneurysm.
Minor drawbacks of this approach are related to posi-
tioning of the patient, the need for general anesthesia, and
the quality of the basilic vein, which is somewhat more
difficult to handle compared with the saphenous vein.
CONCLUSION
The upper arm basilic vein is an excellent conduit for
popliteal aneurysm repair using the posterior surgical ap-
proach. It is convenient to access and to implant and
appears to be associated with good results.
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